Sgreen

DENTAL

Dear Patients:

Due to the high volume of no-show appointments and patients cancelling without 24 business
hours notice, we feel that we need to reinforce our cancellation policy with all patients.

As a courtesy at Green Dental, we will confirm your upcoming appointments via voice call, text
message or email. Each appointment is a reserved time made specifically for you. You are
ultimately responsible to keep your reserved appointment. If you cannot make your
appointment please call our office with at least 24 business hours notice to reschedule or
cancel your appointment. This allows us enough time to offer your appointment time to
another patient. FAILURE TO PROVIDE AT LEAST 24 BUSINESS HOURS NOTICE COUNTS AS A
MISSED APPOINTMENT AND YOU WILL BE CHARGED A $50.00 BROKEN APPOINTMENT FEE.

We do understand that emergencies do happen. Exceptions may be made for special
circumstances or emergencies at the discretion of our office.

Thank you for your understanding and cooperation on this matter.

Green Dental

Patient Name

Patient/Legal Guardian Signature Date

290 Nickel St. Suite 500 Broomfield, CO 80020 303-469-5301



We are pleased to welcome you to our practice. Please take a few minutes to fill out
this form as completely as you can. If you have questions we’ll be glad to help you.
We look forward to working with you in maintaining your dental health.

ame

Patient Information

Last Name

Address

First Name

Initial

Soc. Sec. #

State Zip

City
Cell Phone

Email

Home Phone

Sex AM QF Age
Patient Employed by

Birthdate

Business Address

Business Email

Q Single Q Married Q Widowed O Separated Q Divorced

Occupation

Business Phone

Whom may we thank for referring you?

Notify in case of emergency

Home Phone

Cell Phone

Business Phone

Email

Person Responsible for Account

Primary Insurance

Relation to Patient

Last Name

Birthdate

Address (if different from patient)

City

First Name Initial

Soc. Sec. #

Home Phone

Zip

Cell Phone

Email

Person Responsible Employed by

Business Address

Business Email

Occupation

Business Phone

Insurance Company

Insurance Address

Phone

Contract #

Group #

Name of other dependents under this plan

Pharmacy

Subscriber #

Phone

Is patient covered by additional insurance?

Subscriber Name

 Yes

Additional Insurance
QdNo

Relation to Patient

Birthdate

Address (if different from patient)

Soc. Sec. #

City

Cell Phone

Home Phone

Email

Subscriber Employed by

Business Email

Business Phone

Insurance Company

Phone

~ Insurance Address
Contract #

dependents under this plan

S

".

Group #

Subscriber #

Please complete both sides.
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Dental History

What would you like us to do today? Are you in dental discomfort today?

Former Dentist Address

Dentist’s Email Phone

Date of last dental care Date of last x-rays

Check ( v) yes or no if you have had problems with any of the following:

Q'Y QN Bad breath Q'Y Q N Food collection between teeth Q'Y QN Periodontal treatment Q'Y QN Sensitivity to sweets

QY Q N Bleeding gums QY QN Grinding or clenching teeth Q'Y Q N Sensitivity to cold Q'Y QN Sensitivity when biting

Q'Y QO N Clicking or popping jaw 'Y QI N Loose teeth or broken fillings Q'Y QN Sensitivity to hot QY QN Sores or growths in mouth
How often do you brush? Floss?

How do you feel about the appearance of your teeth? Do you wish your teeth were straighter? QY QN
Do you wish your teeth were whiter? QY QN Are you unhappy with any fillings, crowns or bridges? QY QN

Have you ever experienced an adverse reaction during or in conjunction with a medical or dental procedure? QY QN
Other information about your dental health or previous treatment

Medical History

Physician’s name Phone
Date of last visit Have you had any serious illnesses or operations? QY N

If yes, describe
Are you currently under physician care? QY QN Ifyes, describe
Have you ever had a blood transfusion? QY QN Ifyes, give approximate dates
Have you ever taken Fen-Phen/Redux? QY QN
Have you ever used a bisphosphonate medication? Brand names include Fosamax, Actonel, Atelvia, Didronel and Boniva. QY QN
Do you smoke or use other tobacco/smokeless products? qY ¢ N Please circle all that apply: Cigarettes Cigars Vape Marijuana Chew Other
Women: Are you pregnant? QY QN  Nursing? QY QN  Taking birth control pills? QY QN
Check ( v) yes or no whether you have had any of the following:
QY QN AIDSHIV Positive QY AN Cough, persistent QY AN Jaw pain Qy Shingles
QY AN Anaphylaxis QY AN Cough up blood QY AN Kidney disease or QY AN Shortness of breath
QY AN Anemia QY AN Diabetes malfunction QY QN Skin rash
QY AN Arthritis, Rheumatism QY QN Epilepsy QY ON Liver disease QY QN Spina Bifida
QY QN Artificial heart valves QY QN Fainting Qy QN I(V:alteml allelrglest ' ay Stroke
QY AN Artificial joints QY AN Food allergies cl?erflyi‘c’a\lvs(;o s BIEHL QY AN Surgical implant
Qy AN Asthr.na QY AN Glaucoma QY QN Mitral valve prolapse aQy anN bw'elhl?]g f’f feet
QY AN Atopic (allergy prone) QY AN Headaches QY QN Nervous problems oo "-". ‘35‘ .
QY AN Back problems Y AN Heart murmur [P alee Qy Thyroid disease or
QY AN Pacemaker/ malfunction
QY AN Blood disease QY AN Heart problems Heart surgery B
Describe gery ay Tobacco habit
QY UN  Cancer o \Y s QY QAN Psychiatric care ay Tonsillitis
QY AN Chemical dependency emophiliz id wel i S LS
pendend Abnormal bleeding QY QN Fapid weight gain or loss ay Tuberculosis
QY UN  Chemotherapy OY QN Herpes QY QN Radiation treatment ay Hloes/Colids
QY QAN Circulatory problems - QY AN Respiratory disease Cemrots

QY QN Cortisone treatments bl H.epatms QY ON Rheumatic/Scarlet fever ay Venereal disease
QY QN High blood pressure

Are you currently taking any medications? If yes, list all: Do you have any drug allergies? If yes, list all:

Authorization

I have reviewed the information on this questionnaire, and it is accurate to the best of my knowledge. I understand that this information will be used by the dentist
to help determine appropriate and healthful dental treatment. If there is any change in my medical status, I will inform the dentist.

I authorize the insurance company indicated on this form to pay to the dentist all insurance benefits otherwise payable to me for services rendered.
I authorize the use of this signature on all insurance submissions.

I authorize the dentist to release all information necessary to secure the payment of benefits. I understand that I am financially responsible for all charges
whether or not paid by insurance.

Signature Date

Payment is due in full at time of treatment, unless prior arrangements have been approved.

©SmartPractice®. All rights reserved. FM-03998




-~

C58LseD

Patient Financial Agreement

Dear Patient,

Thank you for choosing Green Dental for your dental needs. We are committed to providing you with
excellent care. We believe in open and honest discussion of recommended treatment options, respective
fees and patients’ financial capabilities.

Cash Accounts: As the patient, you are responsible, at time of service for all expenses incurred during your
office visit. Green Dental accepts cash, checks, MasterCard, Visa, Discover and American Express. We also
accept CareCredit, which is an option for the patient as a payment plan. INITIALS

Insurance: Green Dental is committed to helping patients maximize their benefits. All estimated co-pays
and non-covered services are due at the time of service. Because insurance policies vary greatly, we can
estimate your coverage in good faith, but cannot guarantee it. As a service to our patients, we will submit
your claims as a courtesy. YOUR INSURANCE POLICY IS A CONTRACT BETWEEN YOU AND THE INSURANCE
COMPANY. Green Dental participates with many insurance carriers and it is your responsibility to verify if
we are a participant in your specific dental plan. You are also responsible for informing Green Dental if you
insurance changes. : INITIALS

Minors: The parent/guardian that accompanies the minor, child/children to the appointment is responsible
for any payment due. Independent of what a divorce decree or court document says we will not intervene.
Reimbursement must be made between the parties involved. We will not bill or try to collect from another
party. INITIALS____~
Missed Appointment(s): Green Dental, as a courtesy, will call, send a text message or send an email to
confirm your upcoming appointment(s). Each appointment is a reserved time made specifically for you. You
are ultimately responsible to keep your reserved appointments or call us with no less than 24-business
hours in advance to reschedule. GREEN DENTAL MAY CHARGE YOU A $50.00 MISSED APPOINTMENT FEE
for appointments missed and not changed or cancelled with 24-business hour notice prior to the scheduled
appointment(s). INITIALS

Return Checks, Balances Due and Collection Process: There is a $35.00 service charge for a returned check.
The amount of the returned check along with the fee will need to be paid in cash or credit card. Patient
balances are due immediately and not contingent upon receiving a statement. If you default and your
account is turned over to a collection agency or attorney, you will be responsible for all costs of collection
monies owed, including interest, court cost, collection agency and attorney fees. Any and all advance
collection fees incurred by the practice will be included in the final bill. You also will not be able to schedule
any further appointments with our dental office. INITIALS

Dental Records Release: Green Dental will only release dental records when a valid HIPPA compliant
authorization or a court-ordered subpoena is received. Please allow at least 14 days for your records to be
copied and transferred to the requested designation. This does not include the time it takes to be shipped
or mailed. INITIALS

Authorization of Treatment: | permit the dental provider and all other persons caring for me to treat me in
ways they judge beneficial to me. | understand the dental provider will explain to me the recommended
treatment and risks, if any. | have read and agree to the terms outlined in this agreement.

For (Print Patient Name)
Signature (patient/parent/guardian) Date




Sgreen

DENTAL

ACKNOWLEDEMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICES

You May Refuse to Sign This Acknowledgement

| have read and/or received a copy of this office’s Notice of Privacy Practices.

Patient Name (Please Print)

Signature of Patient/Guardian

Date

FOR OFFICE USE ONLY

We attempted to obtain acknowledgment of receipt of our Notice of Privacy Practice, but
acknowledgment could not be obtained because:

Individual refused to sign
Communication barriers prohibited the acknowledgement
An emergency situation prevented us from obtaining acknowledgment

Other (Please Specify)

© 0,0 ©

Witness:
Date:




NOTICE OF PRIVACY PRACTICES

THIS NOTICE DESCRIBES HOW HEALTH INFORMATION ABOUT YOU MAY BE USED AND
DISCOLSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION.
PLEASE REVIEW IT CAREFULLY.
THIS PRIVACY OF YOUR HEALTH INFORMATION IS IMPORTANT TO US.

OUR LEAGAL DUTY

We are required by applicable federal and state law to maintain the privacy of your health information. We are also required to give
you this notice about our privacy practices, our legal duties, and your rights concerning your health information. We must follow
the privacy practices that are described in this Notice while it is in effect. This notice takes effect November 25, 2002, and will

remain in effect until we replace it.

We reserve the right to change our privacy practices and the terms of this Notice at any time, provided such changes are permitted
by applicable law. We reserve the right to make the changes in our privacy practices and the new terms of our Notice effective for
all health information that we maintain, including health information we created or received before we made the changes. Before we
make a significant change in our privacy practices, we will change this Notice and make the new Notice available upon request.

You may request a copy of our Notice at any time. For more information about our privacy practices, or for additional copies of this
Notice, please contact us using the information listed at the end of this Notice.

USES AND DISCLOSEURES OF HEALTH INFORMATION
We use and disclose health information about you for treatment, payment, and healthcare operations. For example:
Treatment: We may use or disclose your health information to physician or other healthcare providers providing treatment to you.

Payment: We may use or disclose your health information to obtain payment for services we provide to you.

Healthcare Operations: We may use and disclose your health information in connection with our healthcare operations.
Healthcare operations include quality assessment and improvement activities, reviewing the competence or qualifications of
healthcare professionals, evaluating practitioner and provider performance, conducting training programs, accreditation,
certification, licensing or credentialing activities.

Your Authorizations: In addition to our use of your health information for treatment, payment or healthcare operations, you may
give us written authorization to use your health information or to disclose it to anyone for any purpose. If you give us authorization,
you may revoke it in writing at any time. Your revocation will not affect any use or disclosures permitted by your authorization
while it was in effect. Unless you give us a written authorization, we cannot use or disclose your health information for any reason
except those described in this Notice.

To Your Family and Friends: We must disclose your health information to you, as described in the Patient Rights section of
this Notice. We may disclose your health information to a family member, friend or other person to the extent necessary to help
with your healthcare or with payment for your healthcare, but only if you agree that we may do so.

Persons Involved In Care: We may use or disclose health information to notify, or assist in the notification of (including
identifying or locating) a family member, your personal representative or another person responsible for your care of your location,
your general conditions, or death. If you are present, then prior to use or disclosure of your health information, we will provide you
with an opportunity to object to such uses or disclosures. In the event of your professional judgment disclosing only health
information that is directly relevant to the person’s involvement in your healthcare. We will also use our professional judgment and
our experience with common practice to make reasonable inferences of your best interest in allowing a person to pick up filled
prescriptions, medical supplies,  x-rays, or other similar forms of health information.

Marketing Health-Related Services: We will not use your health information for marketing communications without your
written authorization.

Required by Law: We may use or disclose your health information when we are required to do so by law.



NOTICE OF PRIVACY PRACTICES

Abuse or Neglect: We may disclose your health information to appropriate authorities if we reasonably believe that you are a
possible victim of abuse, neglect, or domestic violence or the possible victim of other crimes. We may disclose your health
information to the extent necessary to avert a serious threat to your health or safety or the health or safety of others.

National Security: We may disclose to military authorities the health information of Armed Forces personnel under certain
circumstances. We may disclose to authorize federal officials health information required for lawful intelligence,
counterintelligence, and other national security activities. We may disclose to correctional institution or law enforcement official
having lawful custody or protected health information of inmate or patient under certain circumstances.

Appointment Reminders: We may use or disclose your health information to provide you with appointment reminders (such as
voicemail messages, postcards, letters, etc.).

PATIENT RIGHTS

Access: You have the right to look at or get copies of your health information, with limited exceptions. You may request that we
provide copies in a format other than photocopies. We will use the format your request unless we cannot practicably do so. (You
must make a request in writing to obtain access to your health information. You may obtain a form to request access by using the
contact information listed at the end of this Notice. We will charge you a reasonable cost-based fee for expenses such as copies, we
will charge you $0.25 for each page, $60.00 per hour for staff time to locate and copy your health information, and postage if you
want the copies mailed to you. If you request an alternative format, we will charge a cost-based fee for providing your health
information in that format. If you prefer, we will prepare a summary or an explanation of your health information for a fee. Contact
us using the information listed at the end of this Notice for a full explanation of our fee structure.)

Disclosure Accounting: You have the right to receive a list of instances in which we or our business associated disclosed your
health information for purposes, other than treatment, payment, healthcare operation and certain other activities, for the last 6 years,
but not before April 14, 2003. If you request this accounting more than once, in a 12 month period, we may charge you a
reasonable, cost-based for responding to these additional requests.

Restriction: You have the right to request that we place additional restrictions on our use or disclosure of your health information.
We are not required to agree to these additional restrictions, but if we do, we will abide by our agreement (except in an emergency).

Alternative Communication: You have the right to request that we communicate with you about your health information by
alternative means or to alternative locations. (You must make your request in writing.) Your request must specify the alternative
means or location, and provide satisfactory explanation how payments will be handled under the alternative means or location you

request.

Amendment: You have the right to request that we amend your health information. (Your request must be in writing and it must
explain why the information should be amended.) We may deny your request under certain circumstances.

Electronic Notice: If you receive this Notice on our Web Site or by electronic mail (e-mail), you are entitled to receive this Notice
in written forms.

QUESTIONS AND COMPLAINTS

If you want more information about our privacy practices or have questions or concerns, please contact us.

If you are concerned that we may have violated your privacy rights, or you disagree with a decision we made about access to your
health information or in response to a request you made to amend or restrict the use or disclosure of your health information or to
have us communicate with you by alternative means or at alternative locations, you may complain to us using the contact
information listed at the end of this Notice. You also may submit a written complaint to the U.S. Department of Health and Human
Services. We will provide you with the address to file your complaint with the U.S. Department of Health and Human Services
upon request.

We support your right to the privacy of your health information. We will not retaliate in any way if you choose to file a complaint
with us or with the U.S. Department of Health and Human Services.

Contact Officer: Green Dental Telephone: 303-469-5301
Address: 290 Nickel St. Suite 500 Broomfield, CO 80020



